An audit of the operations performed and the use of anaesthesia over one year at the University Teaching Hospital, two provincial hospitals, and fve district or church hospitals in Zambia was cakried out. The aim of the audit was to determine what proportion of operations required full surgical dining and to collect information on which recommendations for training surgeons in cntral Africa could be based.
Introduction
Existing health services cannot meet the needs of people for operations in developing countries. Nordberg estimated that only 10-15% of patients who required repair of inguinal hernias or caesarean sections were operated on in east Africa.' Most people in developing countries live in rural areas, but the facilities for performing operations and the surgeons are concentrated in the cities. The results ofa study in Colombia, South America, however, suggested that there was underuse of both operating theatres and well trained surgeons in these centres, as well as poor organisation.'
Three quarters ofoperations performed in a large district hospital in Colombia could have been done by doctors who did not have a full surgical training. 2 Who should be trained and how can the trainee best be prepared to perform the range of operations required in rural Africa? To answer these two questions we carried out a survey of operations Univrsity Teach hospital, Lusaka for over three quarters of those done in all the hospitals. Operations in urology, ophthalmology, and otolaryngology were performed depending on the presence of surgeons with training in those subspecialties. Most of the operations (18 401, 86A4%) were not complex and fell into groups A and B (table II) . 
763
The teaching hospitals in most developing countries are better equipped than other hospitals and have the highest concentration of specialists and subspecialists. They are also more expensive both for the state and for the family, who usually pay for transport to and To achieve the worthy aim "surgery for all by the year 2000"9 responsibility for surgery cannot be confined to the surgeon with a conventional higher degree. General doctors must be taught and encouraged to perform surgery in district hospitals. from the city, and it costs even more to transport a body home if a patient dies. Patients who require operations in groups A and B therefore need not be referred from the district hospital to the teaching hospital, which also diminishes the reputation of the district hospital. All large cities need one district hospital. (5) Subspecialists should concentrate their time on group C and D operations, teaching surgical trainees, and supporting district hospital doctors.
(6) More use should be made of local, regional, and spinal anaesthesia, and these techniques should be taught to all district hospital doctors for use in most operations in groups A and B. Regional and spinal anaesthetic techniques are cheaper, more appropriate, and safe, provided they are carefully carried out.
(7) The.district hospital doctor could be trained in two years as follows: three months' anaesthesia; six months' obstetrics and gynaecology; one year general surgery and orthopaedics; three months' option in urology, ophthalmology, or otolaryngology. This and two years of supervised experience in a district hospital should qualify the trainee for examination for a fellowship or master's degree in district hospital medicine.
